NOTIFICATION OF EFFECTIVE DATE 

ELECTION FOR EXTENSION OF 

FEDERAL EMPLOYEES’ GROUP LIFE INSURANCE (FEGLI) 

DURING ACTIVE DUTY

Name of Employee: _____________________________ Date: _____________________

Your election to continue FEGLI for an additional 12 months of coverage has been received.  The effective date of the continued coverage is       [dd/mm/yyyy]    .  Your election indicates that you understand that you are responsible for the full premium payment (both the employee and employer shares of the premium) of $[amount of premium].  Bi-weekly payments are due [provide timeline for bi-weekly premium payment].
A payroll remittance form is attached to be submitted with each payment.

Failure to pay the premiums within the required timeframe, (FEGLI coverage will terminate after two consecutively missed payments,) will constitute a voluntary cancellation of your coverage, subject to the 31-day extension of coverage and the right to convert to an individual policy.  The cost   of your FEGLI premiums are subject to change due to the coverage that you elect, increase in  pay, and changes to age groups which are used to calculate the cost of FEGLI coverage.  Upon your return to duty, your FEGLI coverage will be restored to the election which was in place prior to being placed in a nonpay status.

________________________________________

______________________________

(Employing Agency Representative Signature)

(Date)

If you have any questions, contact _________________________ via email _________________or phone, ________________.

[Insert name, email address, and phone number of servicing HRO contact]
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